Introduction
Temporomandibular disorders (TMDs) is a general term for a variety of conditions involving pain or dysfunction in the joints and other structures of the jaw. Most of these disorders are poorly understood. They can be difficult to diagnose and treat, because of the complex factors that may be involved.
Like all chronic pain conditions, TMDs (especially those of myofascial origin) are often associated with psychological, social and behavioural components. Symptoms may include anxiety, depression, frustration and anger, as well as behaviours like bruxism (excessive teeth grinding or jaw clenching), poor posture, lack of exercise, poor dietary and sleep habits, drug dependencies and other tension-related habits.
Each of these symptoms or behaviours may complicate the clinical picture. There may be many factors that create pain and cause it to reoccur.
Patients have a critically important role to play. While dentists and other oral health care practitioners may recommend and provide long-term care plans, patients must be informed of, and assume responsibility for, their part in their own care. In particular, patients must change or reduce lifestyle risk factors that contribute to TMDs and treatment failure. For example, patients may need to: · commit to daily exercise · adopt a healthier diet and sleep patterns · moderate the use of drugs and other chemicals · develop realistic expectations and self-sufficiency · make use of the social support of family, friends and colleagues.
Ultimately, the success of treatment will very much depend on how well the patient accepts and follows a new daily routine. They will need the help of their dentist to understand what needs to be done.
There is no evidence to support the idea that TMDs are always progressive. On the contrary, there is considerable evidence indicating that, in many cases, clinical remission occurs without treatment. The need for treatment and the nature of the treatment should be considered carefully. These guidelines are not an exhaustive treatise on diagnostic and treatment strategies for all forms of orofacial pain; the focus is on the diagnosis and management of TMDs. Every patient is unique and, therefore, requires individualized management. Other causes of facial pain not originating from the temporomandibular apparatus may need to be considered, including, but not limited to, the neuralgias (e.g. trigeminal neuralgia, atypical facial pain), demyelinating diseases, CNS tumours, peripheral tumours, vascular headaches, muscle contractiontype (tension-type) headaches, dentoalveolar disease, sinus disease, ear disease, salivary gland disease and psychiatric/psychological disorders.
The guiding principle of any treatment must be "primum non nocere" or, freely translated, "above all, do no harm."
Failure to respond to conservative treatment does not mean irreversible or invasive therapies are inevitable.
There must always be clear indications that a specific invasive or irreversible treatment approach is appropriate and the risks and benefits of the treatment versus the untreated symptoms are carefully weighed.
The dentist should consider collaborating with other health care professionals, including the patient's physician or appropriate medical or dental specialists, particularly when the dentist lacks experience or the management of the patient's condition begins to exceed their competence to manage independently.
The patient must be well aware of the risks before initiating any procedure that may permanently alter the dentition or jaw relationships. Truly informed consent is vital. Re-evaluation during the course of treatment is equally important to ensure that the diagnosis is correct and the course appropriate.
Educational Requirements
The majority of patients presenting in the dental office with signs and symptoms of a TMD can be assessed and treated appropriately by any properly trained general dentist. Appropriate education and training (undergraduate or continuing education programs) should:
· promote the concept of diagnosis-based treatment with conservative, reversible treatment modalities · emphasize the multifactorial, biological and functional basis of TMD · foster an understanding of the anatomy, physiology and pathology of the temporomandibular joints, associated musculature and related structures, as well as the behavioural and psychosocial aspects of these and related chronic pain disorders · expose the student or practitioner to the various options in conservative patient management · include a discussion of the potential adverse effects of the various treatment modalities · instill in students and practitioners the importance of cooperating and collaborating, where appropriate, with other health practitioners who have been trained to diagnose and render rational treatment of TMDs. These include other dentists, dental specialists, physiotherapists, psychologists, physicians and various medical specialists · allow the student or practitioner to determine when treatment is warranted and discourage therapy that is unnecessary, impractical or potentially detrimental to the patient · teach the student or practitioner to critically evaluate the literature and research on new concepts, treatment methods and diagnostic aids, equipping him or her to reject concepts, treatment modalities or devices that lack scientific validation · result in the student or practitioner having an understanding of the other painful disorders and diseases that afflict the craniofacial complex, equip him or her with the knowledge and capability to differentiate these from TMDs and treat or refer the patient accordingly.
Continuing education programs or short courses that promote one method of treatment or a product or that focus on specific diagnostic tools are usually inadequate.
Practitioners who have taken one or many short courses should recognize that these do not impart specialty status. 
Professional Responsibilities

PATIENT HISTORY
As with all dental treatment, a careful medical and dental history should be obtained before any treatment is contemplated. TMD investigation and treatment must only be initiated after any specific odontogenic basis for the patient's complaint has been ruled out. Overlapping conditions need to be considered and addressed. For those patients with a history of TMDs, this checklist can be used to ensure that the necessary information has been obtained and recorded. 
Medical
SPECIAL INVESTIGATION
Additional investigative procedures will be dictated by the results of the history and clinical examination. In most cases, minimal or no further investigation is indicated in order to initiate treatment. Should the patient be unresponsive to initial conservative therapy, additional investigation may be indicated.
Radiographic Investigation
Radiographic investigation may be indicated if the clinical evaluation, or the medical or dental history suggest:
1. An abnormality of the osseous components of the jaws or joints
Investigations may include panoramic radiography (to rule out significant osseous or dental disease in the mandible or maxilla or severe condylar changes) or more detailed investigation using cone beam computed tomography, computerized tomography or nuclear bone scans.
A disc displacement of the joints
Magnetic resonance imaging (MRI) is the optimal modality to assess positional, functional and morphologic abnormality of the articular disc.
Although non-invasive, it requires referral to a primary care provider. MRI studies should only be considered when the results would affect the course of treatment.
Since disc displacements have been documented in asymptomatic individuals, imaging of the disc is only justified when the displacement is likely to be clinically significant or the patient has failed to respond to conservative treatment. 3. An extra-articular disorder
Radiographs of the dentition or other structures anatomically related to the temporomandibular joints, such as the salivary glands, sinuses, cranium or neck, may be indicated to rule out other dental or craniofacial disease. Other imaging techniques might be indicated depending on the clinical diagnosis (e.g.
ultrasound imaging for soft tissue lesions).
Consult a radiologist or similarly qualified specialist when radiographic investigation not normally performed in a dental office is indicated. They can recommend the procedures with optimal safety and economy that would yield the most useful information.
Laboratory Investigation
Laboratory investigation is only necessary if previous investigation (history/physical examination) has suggested an infectious, metabolic or autoimmune disorder.
Other Consultations
In selected cases, a consultation with other healthcare professionals (family physician, neurologist, otolaryngologist, physiatrist, rheumatologist, psychologist or psychiatrist) may be indicated.
The clinical value of a number of diagnostic aids currently in use has not been demonstrated in well-controlled and scientifically based studies; these include jaw tracking devices, EMG recording and sonography (Doppler). These aids may have some use for research purposes but may not necessarily facilitate diagnosis or patient treatment. The final diagnosis may be a combination of more than one of the above.
NON-SURGICAL MANAGEMENT
In most cases, initial management should be directed towards the relief of symptoms. There is no demonstrated value for the treatment of asymptomatic joint noises.
The concept of routine irreversible alteration of the patient's temporomandibular joints, jaws, occlusion or dentition, is not supported by sound scientific studies.
Failure to manage a patient's symptoms with a conservative method does not necessarily imply nor guarantee the success of another more invasive technique.
Most TMDs are managed rather than definitively treated.
Available modalities include:
· Reassurance and patient education − corticosteroids − botulinum toxin -there is some evidence that it is of value for myalgia, particularly that related to myospasm or muscle hyperactivity when traditional methods fail.
If treatment such as that described above successfully reduces the patient's symptoms, restoration to function of a non-functional (unstable) occlusion may be warranted.
There is inadequate research demonstrating any value
Ontario dentists who wish to use botulinum toxin may 
TMD and Headache
Headache has long been accepted as a symptom of TMDs.
In most cases, the headache is secondary to the facial muscular pain. More recently, the presentation of certain types of headache and TMD as comorbid conditions has been recognized. It has been demonstrated that tensiontype headache (muscle contraction type headache) and
TMD are potentially comorbid painful muscular disorders.
In addition, the possible comorbidity of migraine headaches and TMD has also been elucidated as a result of central sensitization.
Comorbid presentations should be considered differently from headache as a secondary outcome of a TMD.
When comorbidity exists, both diagnoses must be firmly established by appropriate healthcare practitioners using standardized diagnostic criteria, followed by treatment of both conditions with appropriate evidence-based modalities. Generally, the diagnosis and treatment of the TMD is best managed by a dentist or dental specialist, and the primary headache by a physician or medical specialist A collaborative/cooperative approach between the dentist and physician is best; however, it must be recognized that the diagnosis and treatment of headache is not within the scope of practice of dentistry. While a comorbid headache may resolve with treatment of the TMD, it is not part of the dentist's therapeutic plan. At times, the "cause and effect" relationship between tension-type headache and TMD can be unclear. No such relationship has been proven for TMD and migraine headache.
SURGICAL INTERVENTION
In some cases, surgical intervention may be indicated.
In all cases, the surgical procedures described below must only be performed by those dentists who have 
